Over the past 2 decades, the use of prescription opioids in the United States has increased dramatically.[@bib1], [@bib2] Accompanying this upsurge, opioid-related addiction, mortality, and a number of adverse outcomes have reached an epidemic level.[@bib1], [@bib2], [@bib3], [@bib4] Hypogonadism---a condition in which the body produces inadequate testosterone and is associated with low libido, muscle wasting, increased adiposity, infertility, and osteoporosis[@bib5], [@bib6], [@bib7]---has been linked with opioid use in a number of small serum-based studies, with prevalence estimates ranging from 35% to 90%.[@bib8], [@bib9], [@bib10], [@bib11], [@bib12], [@bib13] The primary mechanism underlying opioid-induced hypogonadism is the inhibitory action of opioids on the release of gonadotropin-releasing hormone from the hypothalamus, which reduces the secretion of luteinizing hormone and follicle-stimulating hormone from the pituitary gland, leading to inadequate production of testosterone from the testis.[@bib14], [@bib15], [@bib16] In addition, opioids may have a direct effect on the pituitary gland and the testis.[@bib15], [@bib17]

Opioid-induced hypogonadism can have a profound impact on the patient\'s health and quality of life and can hinder the clinician\'s ability to effectively treat chronic pain and manage complex comorbidities,[@bib18] but it often goes unrecognized and untreated.[@bib14] Pain practitioners should be aware of this increasingly common condition and monitor patients accordingly. To date, the incidence of opioid-induced hypogonadism---and its related screening and treatment---has not been examined in a large, nationally representative study. Given the scale of the opioid epidemic, understanding the extent to which opioid-induced hypogonadism is screened, diagnosed, and treated among men in the United States has broad clinical and public health importance. We therefore examined this issue using one of the nation\'s largest commercial insurance databases.

Patients and Methods {#sec1}
====================

Study Design {#sec1.1}
------------

We conducted a retrospective cohort study using administrative health data from the Clinformatics Data Mart (CDM) database (Optum, Inc), a database of one of the nation\'s largest commercial health insurance programs. The CDM data have been used in numerous epidemiological and health services studies.[@bib19], [@bib20], [@bib21] Persons enrolled in this insurance program may be included in either a fee-for-service plan or a managed care plan, which includes health maintenance organizations, preferred provider organizations, and exclusive provider organizations. For each of these plans, providers are required to submit complete claims to receive reimbursement. We used a combination of outpatient, inpatient, and pharmacy claims data. This retrospective study was approved by the Institutional Review Board of the University of Texas Medical Branch at Galveston.

Study Population {#sec1.2}
----------------

We identified 53,888 males aged 20 years or older who had 90 or more days of opioid use within a 12-month period any time between January 1, 2010, and December 31, 2017. The cut point of 90 or more days of opioid use was chosen because it represents a widely recognized clinical threshold for prolonged opioid use, is strongly predictive of a number of adverse outcomes including opioid-related overdose, and has been used in other administrative claims--based studies.[@bib22], [@bib23], [@bib24] We excluded men who had a prescription for testosterone or who had any of the following diagnoses in the 12 months before their opioid initiation date: hypogonadism (*International Classification of Diseases, Ninth Revision, Clinical Modification* \[*ICD-9-CM*\], 257.xx; *International Classification of Diseases, Tenth Revision, Clinical Modification* \[*ICD-10-CM*\], E29.1), erectile dysfunction (*ICD-9-CM*, 607.84; *ICD-10-CM*, 52.xx), psychosexual dysfunction (*ICD-9-CM*, 302.70; *ICD-10-CM*, N52.xx), or infertility (*ICD-9-CM*, 606.xx; *ICD-10-CM*, N46.xx). In addition, we excluded men who did not have a minimum of 12 months of continuous enrollment before their opioid initiation date. For each patient, we identified an indication for opioid use in any of the following 12 categories: back pain, joint pain, nerve pain or neuropathy, headache, chronic pain, abdominal/chest pain, cancer, musculoskeletal pain, fracture, visceral pain, wound pain, or other pain.[@bib25] We also identified the number of days between the initiation of opioid use and the most recent indication diagnosis (same day, days 1-7, 8-30, 31-60, 61-90, 91-180, or 181-365). Overall, 16,061 of the 53,888 patients (27.8%) had more than one indication on the most recent diagnosis date; these patients were classified according to all diagnoses that occurred on that date.

For the control group, we identified a cohort of 53,888 men with short-term (≤14 days) opioid use who were matched to the prolonged use cohort based on 5-year age group, opioid indication(**s**), number of days from indication to opioid initiation, and the aforementioned exclusion criteria. This match resulted in 53,881 (99.9%) of the prolonged use group having a control match. The remaining 7 (0.01%) were matched on the same criteria except the 5-year age group was expanded to include a 10-year age group. For the control group, we selected a short-term opioid-exposed group rather than an unexposed group because this method allowed us to match the indication for opioid use and reduced selection bias associated with a number of clinical characteristics.

Outcomes {#sec1.3}
--------

We assessed whether both groups of men---beginning at 14 days after initiation of opioid treatment---received any of the following: a serum testosterone screening test (*Current Procedural Terminology* code, 84402, 84403), a diagnosis of hypogonadism (*ICD-9-CM*, 257.xx; *ICD-10-CM*, E29.1), or a prescription for testosterone therapy (National Drug Codes for topical gel, transdermal patches, subcutaneous pellets, and oral formulations; Healthcare Common Procedure Coding System codes for injectable formulations) ([Supplemental Table](#appsec1){ref-type="sec"}, available online at <http://mcpiqojournal.org>).

Age at opioid initiation date was obtained from the CDM database. We examined and adjusted for all conditions included in the Elixhauser Comorbidity Index.[@bib26] Each condition was examined as a separate covariate. In addition, we adjusted for diagnosis of adrenal insufficiency (*ICD-9-CM*, 255.4, 255.5, 255.8, 255.9; *ICD-10-CM*, E27.1, E27.3, E27.4) and use of glucocorticoid pharmacotherapy (therapeutic classification codes 6804010010, 6804010015, 6804010019, 6804010020, 6804010030, 6804010050, 6804010060, 6804010070, 6804010075, 6804010085) given their positive association with hypogonadism. To address the potential confounding effect of increased health care utilization---which has been linked with an increased likelihood of disease diagnosis in general---we adjusted for the total number of outpatient visits and the total number of hospitalizations in the 12 months prior to the opioid initiation date as covariates in our multivariable model. We also adjusted for the geographic region (Midwest, Northeast, South, West) of each participant.

Statistical Analyses {#sec1.4}
--------------------

Unadjusted event-free survival was estimated using the Kaplan-Meier method.[@bib27] Multivariable survival analyses were performed using Cox proportional hazards regression, with the dependent variable being time to first occurrence of serum testosterone screening, hypogonadism, or testosterone therapy. Adjusted failure rates were estimated using the Cox model.[@bib27], [@bib28] We tested the assumption of proportionality in the Cox model by determining that, for the primary exposure variable, the logarithm of the baseline cumulative hazard rates and the Schoenfield residuals were proportional with follow-up time.[@bib27], [@bib28] Patients were censored at the date they left the commercial insurance plan or at the end of the study. To assess the robustness of these findings, we conducted several sensitivity analyses including fully adjusted models using 1- and 2-year latency periods and an analysis restricted to men who initiated opioid use in 2014-2016 (thereby ensuring more uniform follow-up periods across the 2 comparison groups). We also conducted an analysis using cataracts (*ICD-9-CM*, 366.x; *ICD-10-CM*, H25.x) as a control outcome to assess possible selection bias. All analyses were performed using SAS statistical software, version 9.4 (SAS Institute). All statistical tests were 2-sided, and *P\<.05* was considered significant.

Results {#sec2}
=======

Comparison of the baseline characteristics in short-term vs prolonged opioid users ([Table 1](#tbl1){ref-type="table"}) shows that the 2 groups had similar distributions of the matching variables of age, and opioid indication. Prolonged opioid users, however, had a higher prevalence of prior outpatient visits, prior hospitalizations, 3 or more comorbidities, and several specific comorbidities, particularly congestive heart failure, chronic obstructive pulmonary disease, diabetes, hypertension, peripheral vascular disease, and renal failure.Table 1Demographic and Clinical Characteristics of Short-term vs Prolonged Opioid Users[a](#tbl1fna){ref-type="table-fn"}Characteristic[b](#tbl1fnb){ref-type="table-fn"}Short-term use (N=53,888)Prolonged use (N=53,888)*P* valueAge (y) at index date (mean) Mean60.4±15.860.5±15.7.57 Median62 (50-72)62 (50-73).61Duration of follow-up (d)857.8±636.61043.9±1037.9\<.001Outpatient visits in prior year13.2±14.616.2±18.8\<.001Hospitalizations in prior year0.25±0.730.42±1.1\<.001Opioid initiation year\<.001 20109799 (18.2)14,304 (26.5) 20119203 (17.1)11,253 (20.9) 20128386 (15.6)8344 (15.5) 20137648 (14.2)6974 (12.9) 20146298 (11.7)5307 (9.8) 20156117 (11.4)4969 (9.2) 20166437 (11.9)2737 (5.1)Opioid indications Back pain19,739 (36.6)19,739 (36.6)\>.99 Joint pain18,700 (34.7)18,700 (34.7)\>.99 Nerve pain3922 (7.3)3922 (7.3)\>.99 Headache2266 (4.2)2266 (4.2)\>.99 Chronic pain2267 (4.2)2267 (4.2)\>.99 Chest pain6325 (11.7)6325 (11.7)\>.99 Cancer4889 (9.1)4889 (9.1)\>.99 Muscle pain9832 (18.2)9832 (18.2)\>.99 Visceral2410 (4.5)2410 (4.5)\>.99 Fracture1723 (3.2)1723 (3.2)\>.99 Wound1303 (2.4)1303 (2.4)\>.99 Other630 (1.2)630 (1.2)\>.99Elixhauser Comorbidity Score\>.99 015,484 (28.7)9487 (17.6) 112,126 (22.5)10,418 (19.3) 29306 (17.3)9657 (17.9) ≥316,972 (31.5)24,326 (45.1)Elixhauser comorbidities[c](#tbl1fnc){ref-type="table-fn"} Alcohol abuse924 (1.7)2329 (4.3)\<.001 Arrhythmia8413 (15.6)9684 (18.0)\<.001 Anemia454 (0.8)717 (1.3)\<.001 Congestive heart failure3620 (6.7)5767 (10.7)\<.001 Chronic obstructive pulmonary disease7258 (13.5)11,667 (21.7)\<.001 Coagulopathy1501 (2.8)2077 (3.9)\<.001 Deficiency anemia1814 (3.4)3081 (5.7)\<.001 Depression3657 (6.8)7028 (13.0)\<.001 Diabetes with complications3706 (6.9)5743 (10.7)\<.001 Diabetes without complications10,380 (19.3)14,561 (27.0)\<.001 Drug abuse332 (0.6)1380 (2.6)\<.001 Electrolyte disorders3637 (6.7)6478 (12.0)\<.001 HIV124 (0.2)216 (0.4)\<.001 Hypertension with complications3709 (6.9)4993 (9.3)\<.001 Hypertension without complications27,262 (50.6)32,388 (60.1)\<.001 Hypothyroidism4457 (8.3)4788 (8.9)\<.001 Liver disease1949 (3.6)3401 (6.3)\<.001 Lymphoma550 (1.0)745 (1.4)\<.001 Metastatic cancer730 (1.4)2225 (4.1)\<.001 Neurologic disorders2060 (3.8)3436 (6.4)\<.001 Obesity4181 (7.8)5237 (9.7)\<.001 Paralysis362 (0.7)1089 (2.0)\<.001 Peptic ulcer disease451 (0.8)784 (1.5)\<.001 Peripheral vascular disease4994 (9.3)7403 (13.7)\<.001 Psychosis590 (1.1)1379 (2.6)\<.001 Pulmonary circulation disorders1055 (2.0)1649 (3.1)\<.001 Renal failure3944 (7.3)5731 (10.6)\<.001 Tumor (no metastasis)6470 (12.0)6971 (12.9)\<.001 Valvular disease4358 (8.1)4718 (8.8)\<.001 Weight loss1353 (2.5)3011 (5.6)\<.001Adrenal insufficiency184 (0.3)674 (1.3)\<.001Glucocorticoid use11,185 (20.8)12,163 (22.6)\<.001[^1][^2][^3]

The [Figure](#fig1){ref-type="fig"} presents the Kaplan-Meier curves showing event-free survival for short-term vs prolonged opioid users over 7 years of follow-up with each of the 3 outcomes at 1, 3, and 5 years of follow-up as follows. The incidence of serum testosterone screening ([Table 2](#tbl2){ref-type="table"}) was 3.73% (95% CI, 3.57%-3.91%), 8.94% (95% CI, 8.64%-9.27%), and 11.55% (95% CI, 11.11%-12.01%) among short-term users and 5.76% (95% CI, 5.56%-5.97%), 13.60% (95% CI, 13.25%-13.96%), and 17.15% (95% CI, 16.70%-17.61%) among long-term users. The incidence of hypogonadism was 1.42% (95% CI, 1.32%-1.53%), 3.59% (95% CI, 3.39%-3.80%), and 4.85% (95% CI, 4.55%-5.16%) among short-term users and 2.62% (95% CI, 2.49%-2.77%), 7.18% (95% CI, 6.92%-7.46%), and 9.44% (95% CI, 9.09%-9.80%) among prolonged users. The incidence of filling a testosterone prescription was 0.61% (95% CI, 0.54%-0.68%), 1.65% (95% CI, 1.52%-1.80%), and 2.21% (95% CI, 2.04%-2.43%) among short-term users and 1.50% (95% CI, 1.40%-1.62%), 4.55% (95% CI, 4.34%-4.77%), and 5.76% (95% CI, 5.49%-6.05%) among prolonged users.FigureKaplan-Meier curves showing event-free survival for short-term vs prolonged opioid users over 7 years of follow-up with each of the 3 outcomes at 1, 3, and 5 years of follow-up.Table 2Incidence[a](#tbl2fna){ref-type="table-fn"} of Opioid-Induced Hypogonadism Outcomes in Short-term vs Prolonged Opioid UsersBrief opioid exposureShort-term opioid use, absolute risk, % (95% CI)Prolonged opioid use, absolute risk, % (95% CI)Serum testosterone test 1 year3.73 (3.57-3.91)5.76 (5.56-5.97) 3 years8.94 (8.64-9.27)13.60 (13.25-13.96) 5 years11.55 (11.11-12.01)17.15 (16.70-17.61)Hypogonadism diagnosis 1 year1.42 (1.32-1.53)2.62 (2.49-2.77) 3 years3.59 (3.39-3.80)7.18 (6.92-7.46) 5 years4.85 (4.55-5.16)9.44 (9.09-9.80)Testosterone therapy 1 year0.61 (0.54-0.68)1.50 (1.40-1.62) 3 years1.65 (1.52-1.80)4.55 (4.34-4.77) 5 years2.21 (2.04-2.43)5.76 (5.49-6.05)[^4]

[Table 3](#tbl3){ref-type="table"} presents the results of the Cox regression model. In these multivariable analyses--- adjusting for age, region, year, comorbidity, number of outpatient visits, and number of hospitalizations---prolonged opioid users, compared with short-term users, had an increased incidence of serum testosterone screening (hazard ratio \[HR\], 1.46; 95% CI, 1.38-1.55), hypogonadism diagnosis (HR, 1.74; 95% CI, 1.60-1.90), and receipt of testosterone therapy (HR, 2.41; 95% CI, 2.13-2.74). These general findings persisted across multiple sensitivity analyses, including fully adjusted models using 1- and 2-year latency periods, restricted to men who initiated opioid use in 2014-2016. Prolonged opioid use was associated with a decreased risk of the control outcome (cataracts) (HR, 0.86; 95% CI, 0.82-0.89).Table 3Hazard Ratios Assessing the Association of Prolonged vs Short-term Opioid Use With Hypogonadism Outcomes, Analyzed by Various Approaches[a](#tbl3fna){ref-type="table-fn"}^,^[b](#tbl3fnb){ref-type="table-fn"}^,^[c](#tbl3fnc){ref-type="table-fn"}VariableSerum testosterone test, HR (95% CI)Hypogonadism diagnosis, HR (95% CI)Testosterone therapy, HR (95% CI)Model Unadjusted1.56 (1.48-1.63)1.87 (1.73-2.01)2.54 (2.29-2.83) Adjusted for age, region, and year1.48 (1.4-1.56)1.78 (1.65-1.93)2.37 (2.11-2.66) Adjusted for age, region, year, and comorbidity1.47 (1.39-1.56)1.77 (1.62-1.92)2.42 (2.13-2.74) Adjusted for age, region, year, comorbidity, adrenal insufficiency, glucocorticoid use, prior outpatient visits, and prior hospitalizations1.46 (1.38-1.55)1.74 (1.60-1.90)2.41 (2.13-2.74)Sensitivity analyses Adjusted for all covariates; included only matched pairs who initiated opioid use from 2014-20161.83 (1.42-2.37)1.62 (1.03-2.54)16.21 (1.71-154.09) Adjusted for all covariates, 1-year latency period1.56 (1.44-1.69)1.81 (1.6-2.04)2.5 (2.11-2.96) Adjusted for all covariates, 2-year latency period1.69 (1.53-1.86)2.03 (1.67-2.45)2.7 (2.05-3.54)[^5][^6][^7]

Discussion {#sec3}
==========

In this study of 107,776 commercially insured men, we found that prolonged opioid exposure was associated with increased rates of screening, diagnosis, and treatment of opioid-induced hypogonadism but that these rates were much lower than expected based on prior serum-based studies.[@bib8], [@bib9], [@bib10], [@bib11], [@bib12], [@bib13] To our knowledge, this is the first large-scale, nationally representative, population-based study to examine this issue. Our findings persisted across multiple sensitivity analyses, including analyses with latency periods of 1 and 2 years and alternative follow-up periods. In addition, prolonged opioid exposure was associated with a decreased risk of the control outcome, cataracts.

Opioid-induced hypogonadism is characterized by opioid-associated reductions in gonadotropin-releasing hormone by the hypothalamus resulting in decreased secretion of luteinizing hormone and follicle-stimulating hormone by the pituitary gland, which leads to an inadequate production of testosterone by the testis.[@bib14], [@bib15], [@bib16] Hypogonadism is associated with a number of adverse effects including sexual dysfunction, muscle wasting, adiposity, metabolic syndrome, infertility, and osteoporosis.[@bib5], [@bib6], [@bib7] Given the dramatic increase in opioid use over the past 20 years,[@bib14] it is likely that opioid-induced hypogonadism has become increasingly common. Our finding that only 3125 men (9.44%) with prolonged opioid use were diagnosed with hypogonadism over a 5-year period is substantially lower than estimates reported in previous serum-based studies, which range from 35% to 90%.[@bib8], [@bib9], [@bib10], [@bib11], [@bib12], [@bib13] This large disparity may be attributable, in part, to our assessment of incident rather than prevalent hypogonadism and our reliance on administrative claims data, which often underestimate chronic health conditions.

In their study of 20 male cancer survivors who received long-term opioid treatment vs 20 nonopioid matched controls, Rajagopal et al[@bib13] reported that 90% of the long-term opioid users exhibited hypogonadism---defined as a serum total testosterone level of less than 345 ng/dL---compared with 40% of opioid nonusers. The extent to which hypogonadism was attributable to underlying cancer diagnosis or chemotherapy in either group, however, is not clear. Second, in their study of 12 men treated with oral opioids for at least 1 year, Fraser et al[@bib11] reported that 75% were diagnosed as having hypogonadism, defined as a total testosterone level below 9.1 nmol/L for men aged 20 to 49 years and 6.3 nmol/L for men 50 years or older. Third, in their retrospective study of 1585 men enrolled in a large regional health system, Rubenstein and Carpenter[@bib8] reported that 57% of men receiving long-acting opioids were diagnosed as having hypogonadism, defined as a serum total testosterone level of less than 345 ng/dL. Because this study was restricted to men who were referred by a clinician to undergo a serum testosterone test---presumably selected on the basis of observed or reported hypogonadal symptoms---the reported incidence of hypogonadism is likely to be increased as a result of selection bias. Despite the methodological issues addressed previously, the magnitude of the difference in opioid-associated hypogonadism incidence between our study and the prior, more restrictive, serum-based investigations suggests that this condition has been substantially underdiagnosed in the United States.

Screening for hypogonadism was surprisingly low among prolonged opioid users in our study---2920 (5.76%; 95% CI, 5.56%-5.97%) at 1 year and 5991 (17.15%; 95% CI, 16.70%-17.61%) at 5 years---given prior studies\' estimates of opioid-induced hypogonadism, ranging as high as 90%.[@bib8], [@bib9], [@bib10], [@bib11], [@bib12], [@bib13] Our estimates of *Current Procedural Terminology* code--based testosterone screening should be reasonably accurate given that clinics must submit these claims to the insurance company to receive payment. This finding suggests a widespread underscreening of opioid-induced hypogonadism during critical years of the opioid epidemic in the United States. It is not clear what factors drove this exceedingly low rate of serum testosterone screening. It may reflect a lack of awareness by some clinicians of the association between long-term opioid use and hypogonadism. Additionally, many clinicians---when treating patients with multimorbid disease and complex drug regimens---may be reluctant to screen for conditions that would require additional pharmacotherapy, especially in view of concerns related to comorbid psychiatric disorders and substance use disorders, both of which are strongly associated with long-term opioid use.[@bib29], [@bib30], [@bib31] From a patient\'s perspective, it is possible that men who are struggling with chronic pain and associated conditions are less concerned than their peers about early hypogonadal symptoms, such as low libido, sexual dysfunction, increased adiposity, and decreased muscle mass. They may, therefore, be less likely to bring these symptoms to the attention of their physician or to request a hypogonadism screening test. Our finding that prolonged opioid users had a reduced incidence of cataracts (our control outcome) is consistent with this possibility.

Finally, our observation that only 5.76% (95% CI, 5.49%-6.05%) of prolonged opioid users received testosterone therapy at 5 years and only 1.50% (95% CI, 1.40%-1.62%) at 1 year suggests that this condition is undertreated in the United States. Our previous study of testosterone prescribing among all men aged 30 years or older, using the same database, found an annual incidence ranging from 0.5% (95% CI, 0.5%-0.6%) to 1.3% (95% CI, 1.2%-1.3%) per year during the same time period.[@bib32] These rates are only slightly lower than those observed in the present study. It is possible that this finding reflects some clinicians\' concerns about conflicting reports regarding adverse cardiovascular effects associated with testosterone therapy.[@bib32], [@bib33], [@bib34], [@bib35], [@bib36]

The results of our study may have been influenced by the several limitations. First, information on outcomes and risk factors are based on diagnosis codes included in charges for outpatient and hospitalization services. Such diagnoses are not always accurate or complete.[@bib26] For example, we were unable to determine whether diagnoses of hypogonadism met the established serum and symptom criteria for this condition. Second, given the retrospective nature of this study, it is possible that undetected selection bias may have affected the findings. For example, men who were prescribed prolonged opioid therapy may have been more likely than their counterparts to have had subsequent diagnoses. However, we attempted to address this potential bias by either matching or adjusting for a broad range of demographic and clinical factors, including indication for opioid use. Third, our database lacked information on several important health behaviors such as smoking status, exercise, and diet. Fourth, prescription claims data do not capture information on drugs obtained outside the plan. Given the various stigmas and restrictions associated with both opioid and testosterone therapy, some men may have accessed these drugs outside their health care setting.

Despite these limitations, we believe that this study has important strengths including a large sample size, a long follow-up period, representation of all US geographic regions, and inclusion of a clinically diverse cohort. In view of the widespread underrecognition of opioid-induced hypogonadism observed in this study, public education on this condition will be an important step in helping men and their physicians make complex decisions about managing chronic pain, treating comorbid conditions, and understanding the short- and long-term risks, such as osteoporosis. Future research should continue to examine opioid-induced hypogonadism, with particular attention to the factors that have driven its underscreening and underdiagnosis during the opioid epidemic of the past 20 years.

Conclusion {#sec4}
==========

Prolonged opioid users---in comparison to short-term users---had an increased incidence of serum testosterone screening, hypogonadism diagnosis, and receipt of testosterone therapy, but these rates were much lower than expected based on prior serum-based studies. These findings persisted across multiple sensitivity analyses. Given the scale of the opioid epidemic in the United States, clinicians should be aware of this condition and monitor patients accordingly.
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[^1]: Data are presented as mean ± SD, median (interquartile range), or No. (percentage) of patients.

[^2]: Cohorts were matched for age and index/diagnosis date.

[^3]: Comorbid conditions were measured using the factors that comprise the Elixhauser Comorbidity Index.

[^4]: Based on Kaplan-Meier estimates.

[^5]: HR = hazard ratio.

[^6]: Total outpatient visits in the year before diagnosis/index date.

[^7]: Comorbid conditions were measured using the factors that comprise the Elixhauser Comorbidity Index.[@bib21]
